for generalized anxiety disorder (GAD) is an example of how traditional CBT can be modified and (ideally) improved upon for a particular problem. The treatment described by the authors is exciting for a number of reasons. First, GAD is often considered to be among the most treatment resistant of the anxiety disorders, suggesting that existing treatments are not as effective as they could be. Adding mindfulness and acceptance-based strategies to standard GAD treatments makes practical sense in light of the fact that these approaches appear to be useful for a number of other conditions previously thought to be resistant to long-term change (e.g., borderline personality disorder; substance use disorders). More important, as reviewed by Roemer and Orsillo, the proposed treatment makes theoretical sense in the context of recent research on the nature and treatment of worry and GAD.
Still, Roemer and Orsillo's article (this issue) gives rise to a number of important issues and questions regarding which strategies should be most helpful for treating anxiety disorders, based on current theory and research; what common and unique elements exist across various psychological treatments for anxiety-based problems; and what directions should be taken as existing treatments continue to be refined and improved upon. The remainder of this commentary provides a brief summary of these issues.
W HI CH AP PR OA CH E S S HO UL D B E E F FE CT IV E F OR T RE AT IN G G AD AN D OT HE R A NX IE T Y D IS OR DE RS ?
Roemer and Orsillo (this issue) argue that relying on acceptance-based strategies may be a more effective way of dealing with psychological distress than relying on control-oriented strategies. For example, acceptance of physical or emotional discomfort may be more useful in the long run than trying to control or eliminate uncomfortable feelings. The authors cited a recent study by Heffner et al. (2000) in which participants who received an acceptance-based rationale for dealing with anxiety were less likely to show signs of avoidance and distress during a carbon dioxide inhalation challenge than were participants who received a control-oriented rationale (i.e., breathing retraining). This finding is not surprising; other investigators have also questioned the value of including breathing retraining in the treatment of panic disorder (e.g., Antony & Swinson, 2000; Schmidt et al., 2000) , and anxious patients treated with CBT are typically encouraged to tolerate their uncomfortable feelings rather than to fight them.
However, this discussion gives rise the question of what is a "control-oriented" strategy and what isn't. Roemer and Orsillo include diaphragmatic breathing and progressive muscle relaxation in their integrated treatment for GAD, grouping these with mindfulness exercises (progressive muscle relaxation and breathing retraining each uli that make them uncomfortable (see Antony, McCabe, Leeuw, Sano, & Swinson, 2001 ).
There are a number of cases in which the theoretically predicted effects of a particular treatment have not been born out by the research. For example, although emotional processing theory predicts that distraction should interfere with the effects of exposure treatment, research findings regarding these issues have been mixed (for a review, see Antony & Swinson, 2000) . It is possible that the effects of distraction are different depending on the circumstances and characteristics of the individual. As we improve upon our current treatments for anxiety disorders, it will be important to determine the conditions under which a particular strategy is likely to facilitate symptom improvement for a particular individual.
W HAT A RE TH E C OM M ON EL EM EN TS A CR OS S D IF FE RE NT TR EAT ME NT S?
Another issue that needs to be addressed as cognitive behavioral treatments continue to develop and change is that of terminology. In fact, as the range of treatment strategies used by CBT therapists continues to broaden, one can even question the utility of continuing to use the term "CBT." It is not unusual for two therapists using very different treatments (e.g., progressive muscle relaxation versus cognitive restructuring) to both call their treatments CBT. Similarly, cognitive and behavioral treatments have come to include components from other modalities, such as interpersonal psychotherapy and family therapy. Perhaps a term such as "empirically supported" or "evidence-based" psychological treatment is more appropriate for describing the large number of treatments that have been shown to be effective for treating anxiety-related problems.
The issue of terminology is also important when discussing the particular techniques that are used by proponents of CBT. Frequently, similar treatment strategies often reappear in the literature, sometimes presented with new names or in the context of a somewhat different theoretical rationale. As they point out, the treatment proposed by Roemer and Orsillo (this issue) includes elements that have previously been used to treat GAD. Specifically, their proposed treatment includes psychoeducation, relaxation and mindfulness training, and mindful action, which is composed of exposure to fearful imagery, problem-solving training, and reducing subtle avoidance include a meditation component). On the other hand, breathing retraining and relaxation are meant to reduce symptoms of tension and arousal, whereas techniques such as cognitive restructuring and exposure to arousal symptoms are often used to facilitate acceptance of uncomfortable symptoms. It is not clear how to delineate whether any of these strategies are in fact control oriented or acceptance oriented.
Despite the evidence supporting relaxation training for the treatment of GAD, relaxation training is less effective than other behavioral treatments for fear-based problems such as panic disorder and obsessivecompulsive disorder (Fals-Stewart, Marks, & Shafer, 1993) . Furthermore, models of emotional processing (e.g., Foa & Kozak, 1986 ) might argue against combining relaxation training with exposure-based treatments for fear. Given that the treatment proposed by Roemer and Orsillo includes exposure to fearful imagery, it is possible that relaxation training may interfere with the effects of the exposure-based component of treatment, depending on how these components are integrated. Perhaps the relaxation exercises have different effects on outcome if they are used simultaneously with exposure exercises, versus at other times to deal with chronic worry and arousal. This possibility remains to be studied.
It may also be true that teaching patients to be more aware of their inner experiences is helpful only for particular individuals, under certain circumstances. Not all anxious individuals attempt to avoid experiencing their uncomfortable feelings. Miller (1980) identified two strategies for dealing with threat-related information: monitoring (i.e., attending to and seeking out threat-related information) and blunting (i.e., avoiding threat-related information). Although many people use both strategies to cope with threat, some individuals tend to prefer one style over the other. Whereas a blunter with panic disorder might do things to avoid experiencing symptoms of arousal (e.g., distraction, avoiding talking about the symptoms), a monitor with panic disorder would engage in behaviors that increase awareness of the symptoms (e.g., measuring his or her pulse and heart rate, talking about the symptoms). Perhaps strategies that increase awareness of uncomfortable experiences might have different effects on monitors versus blunters. Perhaps monitors, who are already excessively aware of threat-related cues, might benefit more from learning to be less focused on the stim-behaviors such as checking and reassurance seeking. Recently, other authors have proposed similar treatments. For example, Craske (1999) and Brown, O'Leary, & Barlow (2001) each recommend a protocol for treating GAD that includes psychoeducation, relaxation training, cognitive restructuring, problem-solving training, and prevention of worry behaviors. Even though these other protocols do not explicitly include a mindfulness-or acceptance-based component, it is not clear exactly how such a component might overlap with other components of treatment, such as cognitive therapy (e.g., teaching a patient to ask "so what if I feel worried?" to reduce his or her anxiety over worrying) and relaxation training. Although the treatment proposed by Roemer and Orsillo does not include structured cognitive therapy, can encouraging patients to accept their internal experiences be conceptualized as a cognitive intervention?
F UT UR E D IR EC TI O NS : TAR GE TI N G C OR E D IM EN SI ON S I N T R EATM EN T
Despite the fact that each strategy recommended in the proposed treatment has a strong theoretical rationale, it is possible that too many techniques are taught to patients. This concern is not unique to this protocol; overloading patients with treatment techniques is a feature of many CBT treatments. Treatments that emphasize too many different components run a risk of having patients learn a little bit about a lot of interventions, without mastering the most important or relevant techniques for that individual. Rather than using a large number of interventions for all patients with a given diagnosis, the challenge in the next few years may be to identify which patients are likely to benefit from which interventions. Although there have been some attempts to predict who will respond to particular psychological strategies, these attempts have met with mixed success (e.g., Jerremalm, Jansson, & Ö st, 1986; Mersch, Emmelkamp, Bogels, & van der Sleen, 1989; Mersch, Emmelkamp, & Lips, 1991; Ö st, Jerremalm, & Johansson, 1981; Ö st, Johansson, & Jerremalm, 1982) .
A shortcoming of the empirically supported treatment movement has been the tendency to focus on diagnostic entities rather than on symptoms or core dimensions. For example, treatments have been developed for particular conditions, such as panic disorder, social anxiety disorder, and generalized anxiety disorder, rather than the key features that comprise these disorders. A disadvantage of developing a single treatment for a given DSM-IV disorder is the need to include strategies that target all possible components of the disorder, even if they are not relevant for a given patient.
An alternative approach would be to identify the core dimensions that are relevant to a particular patient and to choose treatments that target those dimensions. In anxiety disorders, a number of dimensions exist that cut across disorders, including the presence of fear, anticipatory anxiety, worry, situational avoidance, avoidance of thoughts and feelings, interoceptive anxiety (i.e., anxiety sensitivity), compulsive rituals, and overprotective behaviors. These symptoms are moderated by such factors as skills deficits, family issues, life stress, and medical complications. To improve treatment outcome for a given individual, it is important to be able to measure the most salient symptoms and to select the most appropriate interventions for those symptoms, regardless of the diagnosis. For example, exposure to arousal sensations is likely to be helpful for any individual who fears these symptoms, regardless of whether the fear occurs in the context of panic disorder, social anxiety disorder, or a specific phobia of enclosed places.
In summary, the article by Roemer and Orsillo in this issue gives rise to important questions about the best ways to improve current treatments for GAD and other anxiety disorders. A substantial number of people respond only partially to existing treatment protocols, and it is important that we learn to better tailor our treatments to each individual's unique pattern of symptoms. A dimensional approach to understanding and treating anxiety problems may be a step in that direction. 
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